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Proponents of mandatory continuing professional 
education (MCPE) contend that continuing 
professional educationis necessarytoensure clinical 
competence and prevent professional obsolescence. 
Opponents believe that MCPE is contrary to adult 
learning principles. Although the research 
demonstrates positive attitudes towards MCPEin 
those groups undertaking continuing education 
programmes, there has been insufficientquantitative 
research which examines whether continuing 
education results in enhancement of practitioner 
performance and improvement of patient care. 
Currently, there are no MCPE requirements in 
Australia for the general practice of physiotherapy. 
The recommendation for the physiotherapy 
profession is to address the immediate need for 
research into the relationship between continuing 
education and clinical competence. 
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Mandatory continuing 
professional education. 
A review 
F or the past 17 years, Australian physiotherapists have had the 
right to act as first contact 
practitioners, a professional standing 
which, as Cowan (1979, p.98) said, 
" ... demands high standards of 
education and clinical competence in 
its practitioners". The public has the 
right to expect that those registered to 
practise as physiotherapists by State 
and Territory Ministers of Health, are 
not offering obsolescent services. 
Taylor (1990) points out that those 
admitted to practise as professionals 
are assumed to be competent and that 
inherent in the obligation imposed by 
entering the profession is the 
obligation to adhere to the relevant 
professional standards and keep up to 
date. The health science body of 
knowledge upon which the practice of 
physiotherapy is based has changed 
more rapidly with each decade of this 
century (Grant 1992). 
As professionals, physiotherapists 
generally have an understanding of the 
need to maintain their knowledge, 
skills and attitudes in order to ensure 
clinical competence is maintained and 
enhanced. In response to the needs of 
its membership, the Australian 
Physiotherapy Association (AP A) 
devotes a large percentage of its 
resourCes to continuing education. 
Learning in a professional field 
provides a lifelong challenge to the 
individual (Houle 1980), but Gold 
(1986) considers that continuing 
education can no longer be ad hoc and 
that the time has come to develop a 
systematic approach. Mandatory 
Continuing Professional Education 
(MCPE) is considered by Craig (1984, 
p.H2) to be "a necessary 
developmental step .asour professions 
mature and accept the need for greater 
accountability". At the present time 
there is no statutory requirement to 
participate in continuing education in 
order to practise physiotherapy in 
Australia. 
Continuing education 
Continuing education for professionals 
is defined as "education and training 
beyond the basic professional degree of 
license ... " (Lowenthal 1981, p. 519).A 
continuing education programme 
should relate to the provision of 
professional services, exert a broad and 
long range effect on the field and 
improve the individual's professional 
competence. It should build on basic 
knowledge obtained in preparation for 
career entry. Continuing education 
should be " ... not merely a set of 
infrequent remedial sessions designed 
to enhance a skill" (Campbell 1983, 
p.255). As Grant identified in 1992, 
there is a need fora change in 
emphasis in continuing education, to 
the development of the skills needed 
for lifelong learning to prevent 
obsolescence. Grant (1992) illustrated 
this point by extrapolation from 
Dubin's 1972 concept of the half life of 
knowledge for medical and 
engineering graduates. This halnife is 
considered to be five years, if no new 
information is assimilated. Grant 
(1992) suggested that this concept 
could equally be applied to 
physiotherapists. 
In 1988 the Minister for 
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Employment, Education and Training, 
John Dawkins, presented the 
Australian Government's White Paper 
on Higher Education, which clearly 
identified the role of Continuing 
Professional Education (CPE) within 
the general framework of adult and 
continuing education and claimed that 
the principle of ongoing education is 
fundamental to achieving factors 
necessary for economic growth 
(Brennan 1990, Dawkins 1988). 
In 1990, the Australian Government 
passed The Training Guarantee 
(Administration) Act to facilitate an 
increase in training within Australian 
industry and a commitment by 
employers to develop skills in their 
workforce (Collins 1991). Persson 
(1993) states that the higher education 
sector has received a disproportionate 
share of the Federal Government's 
expenditure on education. Perhaps, in 
the future, only those professions 
which can justify their existence in 
terms of the Government's priorities of 
creating and promoting opportunities 
for lifelong learning will be funded at 
appropriate levels. MCPE for 
professional registration may provide 
the documentary evidence that the 
profession is meeting the 
Government's agenda and therefore 
meeting the criteria for ongoing 
funding. 
Why consider 
mandating continuing 
professional education? 
The introduction of MCPE by a 
profession is considered by some to be 
an admission that the members of that 
profession are failing to accept their 
responsibility for lifelong learning as 
part of their professional practice 
(Brennan 1990, Maple 1987, Roper 
1984). Brennan (1990) claims that the 
professions have moved towards 
mandating continuing education 
because it is seen as the single solution 
to the many faceted problems faced. 
He considers that there may be a case 
for mandating CPE in the short term 
in the larger professions where 
persuasion and peer pressure to 
participate may be less effective than in 
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the smaller professions. Mandating 
CPE may be simply a transitory 
strategy giving the regulating 
authorities time to assess members' 
needs, modes of delivery and 
programme evaluation until a more 
perfect solution is found for keeping 
abreast of new developments in the 
area of professional practice. As a 
result of this assessment, the CPE 
programmes may become so relevant 
and pertinent to members' needs that 
mandating CPE will no longer be 
necessary (Houle 1980, Roper 1984). 
Whilst MCPE can be seen as an 
infringement of personal freedom, if 
the programme is administered by a 
professional association it can be seen 
as a reasonable extension of that 
association's duty and central to its role 
(Nelson 1987). Within the legal 
profession, the objectives of continuing 
education seem to differ according to 
whether it is voluntary or mandatory. 
"Voluntary CLE (continuing legal 
education) was usually advocated as a 
means for keeping up-to-date and 
MCLE as a means of improving 
competency and quality of 
performance" (Segall 1988, p.24). 
It is often argued that MCPE takes 
away the choice of the practitioner to 
decide their continuing education 
needs, and that "mandated education 
will fundamentally change the 
character of adult education and the 
.nature of the teaching-learning 
experience for the worse" (Rockhill 
1983, p.115). Educators commonly 
accept that adult learners should be self 
directed and self motivated (Knowles 
1973, Nelson 1987, Rockhill 1983). 
The initiative for the learning has to 
come from the learner and the way in 
which learning is to occur should be 
determined by the learner. The 
learning experience will be most 
effective when it addresses the 
perceived needs of the individual 
(Richmond 1988). An alternative view 
is that MCPE provides the incentive to 
"expand knowledge, sharpen the skill 
of intellectual inquiry and provide a 
regular opportunity for professional 
interchange of ideas, creating an 
educational habit" (Ogden 1985 p.14) 
and, as demonstrated by Queeney et al 
(1990), develops a more astute learner 
and consumer of continuing education 
products and services. Ogden (1985) 
also argues that as a result of 
mandating continuing education in 
Colorado, there was increased 
attendance at meetings, the quality of 
the programmes offered improved, self 
assessment instruments were 
developed, membership of professional 
organisations increased, professional 
journals reflected a greater interest in 
educational matters and there was an 
increased respect and recognition of 
the profession by allied professionals. 
Although the claim is often made that 
professionals would be required to 
attend courses not relevant to their 
professional practice, Ogden (1985, p. 
9) states that "any lawyer who spends 
time and money to attend legal 
seminars, will, out of self-interest 
alone, be particular in selecting 
courses." Likewise, he claims that 
falsification of attendance as an 
argument for not implementing 
MCPE is akin to "throwing aside the 
Code of Professional Responsibility 
because some lawyers do not adhere to 
the standards therein." 
The dominant argument presented 
by registering authorities and 
professional associations for the 
mandating of continuing education is 
that of professional accountability to 
the public for the delivery of health 
care services (Hoffman 1979). The 
increased demand for professional 
accountability may not be due to a 
decline in professional performance 
but rather, a reflection of "the rising 
expectations of our educated and vocal 
public" unseen in earlier eras (Roper 
1984, p. 80). In addition, there is a 
perceived need to protect the public 
from lazy, disinterested and 
incompetent practitioners (Lowenthal 
1981). Although the evidence 
demonstrating that MCPE protects the 
public is scant, Edwards (1985, p. 31) 
claims that it does have a slightly 
positive effect, acting as " ... a shield to 
protect the public and the profession 
from ignorance and obsolescence". 
Historical perspective of MCPE 
The momentum of MCPE for health 
care professionals first gathered pace in 
the USA in response to the 
recommendations of the National 
Advisory Commission on Health 
Manpower which advocated in 1967 
that "professional associations and 
regulatory agencies take steps to assist 
practitioners in maintaining 
competence" (Rizzuto 1982, p. 37). 
Some health care professions accept 
MCPE as a means of addressing the 
accelerated rate of change of delivery 
systems knowledge and technology 
(Craig 1984). Some registering 
authorities made CPE compulsory in 
an attempt to protect the public from 
obsolescent and incompetent 
practitioners on the assumption that 
there is a relationship between 
continuing education and clinical 
competence (Gardner et aI1981). 
MCPE in the USAwas first 
introduced for medical practitioners in 
1971 and, by 1978, 20 states had 
instituted a MCPE programme 
(O'Reilly et al 1982). MCPE was 
legislated for the nursing profession in 
Kansas and California in 1978 
(Thurston 1992). By June 1991, 19 
states had MCPE for re-licensure of 
occupational therapists (Garrahy et al 
1992). In physical therapy, the trend to 
move towards mandating CPE has 
been slower than in the other health 
professions. In 1981, three states had 
requirements for licence renewal 
(Gardner et al1981) and by 1988 this 
number had increased to four with 
only three of a further 36 states 
considering MCPE for re-licensure 
(Finley 1988). 
Currently, there are no MCPE 
requirements in Australia relevant to 
the general practice of health 
professionals, although specialised 
health professional groups require a 
commitment to continuing education. 
The Manipulative Physiotherapists 
Association of Australia (MPAA), a 
national special group of the Australian 
Physiotherapy Association, introduced 
MCPE for its members at its biennial 
general meeting in 1983. The scheme 
was introduced on a trial basis, 
however, with the overwhelming 
support of the members at the biennial 
general meeting in 1987, it became 
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mandatory. In 1989, in an endeavour 
to more closely reflect the need for 
clinical expertise, a requirement for 
some MCPE to contain a clinicaV 
practical component was introduced 
(MP AA 1992). 
During the development period of its 
MCPE programme, the MPAA 
conducted three membership surveys 
that concentrated on the attitudes of its 
membership towards MCPE (MPAA 
1992). The respondents 
overwhelmingly supported the 
continuation of the programme. This 
finding has been supported recently by 
a further survey of MP AA members in 
New South Wales, where again there 
were 85 per cent of respondents in 
support of MCPE. Eighty per cent of 
respondents indicated that their 
clinical expertise was enhanced by the 
programme (NSW Physiotherapists 
Registration Board Newsletter 1993). 
Other professions within Australia 
requiring MCPE include The 
Australian Society of Accountants, The 
Law Society of New South Wales and 
the Institute of Engineering and 
Mining Surveyors Australia (Fatkas 
1987, Macalister 1988, Nelson 1987, 
Warner and Hannigan 1992). The 
Institute of Surveyors Australia and 
The Australian Institute of Valuers and 
Land Economists both have current 
voluntary CPE programmes which 
they intend to make mandatory in 
19.94 (Sanders 1992, Warner and 
Hannigan 1992). 
The effect of MCPE on 
professionol competence 
Although competence is considered to 
be profession specific, Ogden (1985) 
claims that one of the difficulties with 
professions is their inability to 
determine what constitutes 
competence. Competence involves the 
attributes which individuals bring to 
the job performance and includes their 
knowledge, skills and attitudes which, 
when integrated, allow them to deal 
with practical workplace situations 
(Dall'Alba and Sandberg 1993, Gonczi 
1990). Segall (1988) defines 
competence as an intellectual, 
emotional and physical capability 
involving specific knowledge in an area 
of practice, a level of skilled 
performance, efficient management 
and an ability to identify relevant 
issues. She claims (p. 28) that 
"competence is not static but 
continually changing" and is difficult 
to measure because of the difficulty of 
establishing standards. The function of 
continuing education, be it voluntary 
or mandatory, is to improve the 
knowledge base which inevitably is 
transitory. Therefore, it should be seen 
as a means of attaining competence 
rather than a measure of it (Bushman 
1979, Segall 1988). "Whilst 
improvement in competence cannot be 
demonstrated by MCPE, the effect is 
most likely to be positive because of 
the important role played in exposing 
participants to formal learning 
experiences (Edwards 1985, Roper 
1984, Segall 1988). However, Nelson 
(1987) points out that individual 
practitioners must avoid the belief that, 
because they participate in MCPE, 
they are doing all that is necessary to 
maintain their professional 
competence. 
Evidence to support the .argument 
that MCPE reduces the number of 
malpractice claims is scant. Based on 
the North American experience, 
Ogden (1985) reports that, with the 
introduction of a mandated ethical 
component to mandatory continuing 
legal education (MCLE) in Colorado, 
there waS a per capita drop in 
grievances and that some malpractice 
insurers offered lower premiums to 
lawyers practising in States where 
there isa mandatory continuing 
education requirement for re-
licensure. Evidence from Washington 
State and British Columbia 
demonstrates a positive correlation 
between MCLE non-compliers and 
lawyers involved in disciplinary 
proceedings. At most, incompetence is 
an element of the complaints, the 
majority of which are often related to 
personal failings and therefore raises 
questions about the validity of 
competence as an argument to support 
MCPE (Edwards 1985, Segall 1988). A 
mandatory continuing education 
programme, broad enough to 
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incorporate ethical and practice 
management issues, may address the 
majority of complaints (Taylor 1990). 
Evaluation of 
continuing education 
Young and Willie (1984) suggest that 
participant satisfaction, practitioner 
competence, practitioner performance 
and patient health are the four levels of 
evaluation of continuing education 
required. Almost all research involving 
the evaluation ·of continuing education 
programmes in the health science area 
has focused only on the attitudes of the 
recipients. Knowledge acquisition may 
take place during continuing education 
programmes, but unless its effect on 
professional behaviour and clinical 
practice is evaluated, the result may be 
only a superficial response to the 
public accountability issue (Feigelson 
and Frosch 1977, Gardner et al 1981, 
Grant 1992, Lowenthal 1981). 
A positive attitude towards MCPE 
appears to be held by the majority of 
professionals surveyed in published 
reports (Arneson 1985, Feigelson and 
Frosch 1977, Finley 1988, Gardner 
1981, MPAA 1992, NSW 
Physiotherapists Registration Board 
1993, Thomas 1986, Thurston 1992). 
Whilst the return rates of the surveys 
were often less than optimal, Arneson's 
1985 survey of nurses' attitudes had a 
response rate of 84 per cent. 
Having experienced MCPE for 
several years, the attitudes of nurses 
towards MCPEin several states of the 
USA was shown to be positive 
(Arneson 1985, Thomas 1986, Weiss ... 
Farnan and Willie 1988). The desire to 
advance their knowledge and skills in 
the changing health field, plus 
professional advancement, were 
identified by the nurses as their 
motivating factors (Thomas 1986, 
Thurston 1992, Urbano et aI1988). 
A survey of physical therapists in 
states of the USA where MCPE was a 
requirement for re-licensure found 
that respondents perceived MCPE to 
make physical therapists at least 
minimally responsible to the public, 
contribute to the updating of 
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knowledge, foster professional 
interchange and provide opportunities 
for participation (Finley 1988, Gardner 
etalI981). 
In order to evaluate continuing 
education, the outcomes of . 
practitioner performance and patient 
care need to be measured. Research 
reported by Mays (1984), Meservy and 
Monson (1987) and Sibley et al (1982) 
supported the assumption that 
continuing education results in 
enhanced practitioner performance but 
questions whether improvement is 
more significant if the continuing 
education is selected by the 
practitioner (Meservy and Monson 
1987, Sibley et al1982, Stein 1981). 
A nursing audit process was used by 
Meservy and Monson (1987) to . 
determine if continuing education 
directed at identified educational 
deficits of the nursing staff would 
result in an improvement in the quality 
of nursing practice and care. The 
results demonstrated a significant 
improvement. Their findings and 
those of Thomas (1986) support the 
often stated comment that adult 
learners Will identify their areas of 
knowledge and skills deficit correctly 
and endeavour to fill the gaps 
identified. 
The relationship between continuing 
education and patient care was studied 
by Sibley et al (1982). Sixteen Ontario 
family physicians were randomly 
allocated to two groups. One group 
acted as the control whilst the other 
group was given education packages 
consisting of high and low preference 
areas ·of educational need, identified by 
the physicians. More than 4000 
episodes of clinical care were evaluated 
before and after the delivery of the 
packages. The results indicated that 
even if a practitioner was given 
continuing education in the areas of 
low preference, as determined by the 
practitioner, a significant increase in 
the quality of care would occur. Whilst 
the study demonstrated that, in this 
limited sample, continuing education 
could result in an increase in the 
quality of client care, it also tended to 
indicate that the individual practitioner 
might not be the best judge of what 
continuing education is most 
appropriate for them to receive. This 
finding was contrary to that of Thomas 
(1986) and Meservy and Monson 
(1987). 
The short and long term effects of 
CPE on the practice of physical 
therapists were investigated by Mays 
(1984). Self reports, record audits and 
direct observation were the three 
methods used. The self report method 
resulted in a statistically significant 
change in practitioner performance at 
follow-up evaluations two weeks and 
six months after completion of the 
course. 
Who pays for 
continuing education? 
The cost of continuing education to 
the public theoretically could be offset 
against the increased competence of 
the practitioner, the improved 
efficiency in the delivery of the 
professional services and the reduced 
.costs due to the reduction of 
unnecessary treatment. However, 
individual practitioners and employers 
have a direct cost to be absorbed for 
most continuing education 
programmes. Several researchers, 
when surveying practitioners'attitudes 
towards MCPE, have identified cost 
and equity of access to continuing 
education as a major consideration 
(Arneson 1985, Lowenthal 1981, 
Rizzuto 1982, Thomas 1986). 
In an endeavour to determine who 
bears the cost of continuing education 
in Australia, Brennan (1987)sutveyed 
23 different professions and 30 
national organisations. The 46 
respondents indicated that a Wide 
range of sources were used to fund 
CPE programmes. Most funding was 
found to be user pays, With 
government subsidy being the next 
highest source. Associations and 
industry were smaller contributors to 
CPE. 
The research reviewed indicates a 
direct cost to the professional and a 
growth in continuing education 
programmes. There is little evidence 
that there is any increase in the costs 
involved in participating in CPE when 
it becomes mandatory. In support of 
this view, Ogden (1985) claims that, 
with MCLE, the cost has decreased for 
professionals in remote areas due to 
the increased demand generating 
greater incentive for sponsors to take 
their courses to the marketplace. 
The costs mentioned thus far pertain 
mainly to CPE courses requiring 
attendance by the participant. Those 
MCPE programmes currently in place 
offer many other avenues for their 
respective professionals to attain the 
required credit points or hours. 
Distance learning packages, critiquing 
journal articles, book reviews, tutored 
video instruction, lecturing and 
presenting papers at professional 
conferences are some of the less 
expensive methods of attaining the 
necessary standard (Game 1993, Lewis 
1987, Macalister 1988, MPAA 1992, 
Nelson 1987). 
Issues concerning 
implementation 
"Whilst CPE is concerned with 
ongoing learning by the participants, 
MCPE attempts to address the issue of 
ensuring professional competence. 
Providers of any MCPE programmes 
should therefore resist the temptation 
to dress up voluntary CPE and call it 
MCPE. The organisational and 
programming problems require a 
rethink of the process (Gonczi 1993, 
Nelson 1987). A MCPE programme 
based on competencies would be 
appropriate and would lead to courses 
that combine knowledge with skills. In 
order to overcome the very demanding 
organisational problems of introducing 
MCPE, a substantial lead-up time is 
essential. The programmes being 
developed should incorporate, as part 
of their instructional design, the 
learning needs of the participants 
which have been determined by 
regular surveys. Advertising should 
concentrate on the educational 
objectives of the programmes so that 
potential participants can identify their 
learning needs in relation to those 
objectives. Different learning styles can 
be catered for by diversity in delivery. 
(Nelson 1987). 
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Conclusion 
The ultimate success of any continuing 
education programme, whether 
voluntary or mandatory, will be 
determined by the practitioners' 
evaluation of its pertinence to their 
professional practice. Whilst the 
educational arguments against 
mandating CPE may still be valid, the 
changing environment with respect to 
employment, government regulations 
and the expectations of the public 
appear to indicate that the move 
towards MCPE is inevitable. 
The prevention of professional 
obsolescence is commonly used as the 
justification for the introduction of 
MCPE. Whilst it is generally accepted 
that continuing professional education 
is the solution to obsolescence, there is 
no clear cut evidence that this is so. 
In summary, the key players in the 
continuing education arena (namely 
the practitioners, the licensing 
authorities, the providers of continuing 
education programmes and the clients 
and their representatives) must 
examine the relationship between 
continuing education, demonstrated 
clinical competence and the 
enhancement of patient care. Only 
then can the issue of the need for 
mandatory continuing professional 
education be resolved. 
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